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Institute of Government and Public Affairs
Task Force on the Impact of the COVID-19 Pandemic
At the request of President Tim Killeen, IGPA has assembled more 
than four dozen interdisciplinary faculty experts from all three 
System universities to assess COVID-19’s effects on the state. 
Assessments focus on three impact groups: Economic and Fiscal 
and Impact, Community and Family Resilience, and the Healthcare 
Workforce. Each group is collaborating on a series of economic 
modeling activities, data analyses, and syntheses of impact.  
This report from the Healthcare Workforce Impact Group draws 
on the strength of 21 signatories. 
As of this writing, confirmed cases of COVID-19 and deaths 
continue to grow daily in Illinois cities, suburbs, and rural areas. 
Physical distancing efforts instituted by the governor of Illinois in 
March have been modified, but the stay-at-home order has been 
extended through May.
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EXECUTIVE SUMMARY
SARS-CoV-2, a new coronavirus disease first identified in 2019 (COVID-19), is responsible for the pandemic that is presently straining the Illinois’ healthcare workforce and is expected to 
continue doing so for the next several years. Prior pandemics and di-
sasters have demonstrated that the scope of responsibilities for all 
types of healthcare workers evolves as a disaster unfolds, from meet-
ing surging needs by prioritizing patient care, to re-balancing activities 
as each surge waxes and wanes, to recovery and mitigation, and finally 
to preparing for future disasters. 
This report presents a high-level summary of the current and expected 
impact of the COVID-19 pandemic on the healthcare workforce and 
makes a series of recommendations about how to minimize the ad-
verse impact of the COVID-19 pandemic on healthcare workers and their 
families in Illinois, now and over time. The report draws on well-estab-
lished frameworks for response to pandemics and disasters distilled 
from a body of research and practice. 
We conclude that focused supportive actions are necessary to facili-
tate work responsibilities under new pressures—people, information, 
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process, technology, equipment, space—and to 
promote personal wellness—physical and psychoso-
cial. Many steps taken to ensure public and workforce 
safety have also introduced economic challenges 
that must be addressed in order to sustain these 
efforts to support the workforce throughout the 
response and recovery phases of the pandemic.
Key supports for individual providers, such as haz-
ard pay provided by employers or government1 
and free hotel rooms or meals provided by private 
companies,2 have already begun in many places 
across the country, but applying these at scale 
remains a challenge. We include two case studies 
showing it is possible to respond to real needs of 
workers even in the midst of a pandemic, if institu-
tions are committed, creative and nimble.
DEFINING THE CHALLENGES FACING 
THE HEALTHCARE WORKFORCE
The healthcare workforce refers to all the peo-
ple who deliver or assist in the delivery of health 
services, including pre-hospital providers (e.g., 
EMS, fire, police), physicians, nurses, dentists, so-
cial workers, medical assistants, home healthcare 
workers, mental health counselors, and administra-
tive staff working in hospitals, urgent care centers, 
nursing homes, rehabilitation centers, and out-
patient care facilities, as well as trainees who will 
become the workforce for future pandemics and 
disasters. In this report, we address the following 
questions about the impact of and recovery from 
COVID-19 in Illinois:
 
1. What are the lessons learned from prior 
epidemics and disasters regarding the 
key domains of impact on the Illinois 
healthcare workforce?
 
2. How will the impact on those key domains 
of the healthcare workforce change over 
time during the Response phase as well 
as the subsequent phases of Recovery, 
Mitigation, and Preparedness?
3. What key activities are needed in each di-
saster phase to support and strengthen the 
Illinois healthcare workforce and how do their 
needs change as the pandemic unfolds?
 
4. What are specific recommendations for 
key stakeholders in order to support 
and strengthen the Illinois healthcare 
workforce during the immediate disaster 
response and after?
Multiple Challenges 
Given the current and projected rates of COVID-19 
confirmed cases in Illinois, the Illinois healthcare 
workforce is facing, and will continue for the fore-
seeable future3 to face, more and different work 
than it would ordinarily be expected to handle. 
The impact of working with COVID-19 patients in a 
pandemic are many:
• The direct health risks to providers them-
selves, with multiple reported COVID-19 
positive healthcare workers in Illinois;
• Challenges with transportation, housing, 
childcare, other family responsibilities;  
• For some healthcare workers, mastering new 
ways of delivering care via telemedicine and 
for others, the economic and emotional strain 
of being furloughed or suffering wage cuts 
during the pandemic as revenues contract; 
• The strains on families and loved ones,4 
which span the actual risk of infection to 
one’s family to separation from family due to 
work demands or the need to reside outside 
the home; and
• The emotional and mental health conse-
quences for healthcare workers,5 including 
exhaustion, stress, post-traumatic stress dis-
order, depression, anxiety, suicidality, domes-
tic violence and substance abuse.
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Over and above the strains of caring for an in-
creasing number of patients who are critically ill 
and dying, healthcare workers are contending with 
depleted resources.6 These deficits affect patients 
(e.g., potentially a lack of needed life-sustaining 
equipment) and providers (e.g., a shortage of pro-
tective garments to shield them from the spread of 
COVID-19). Due to all these difficulties, the risk of 
healthcare workforce traumatization and burnout 
must be an essential consideration for supporting 
healthcare workers during and after the COVID-19 
response.
Approach 
Lessons learned from the extensive research on 
past pandemics and other disasters7 should be ap-
plied to the unprecedented COVID-19 pandemic. 
These lessons can inform how to mitigate the im-
pact on public health and healthcare and prevent 
traumatization and burnout of the very providers 
caring for us during this crisis.
Supporting the Illinois healthcare workforce should 
be considered using two complementary lenses:  
• The Emergency Management Cycle,8 which 
describes disasters as having four phases 
that are each associated with distinct 
activities: Response, Recovery, Mitigation, 
and Preparedness (see Table 1). This lens also 
incorporates the comprehensive pandemic 
flu plans developed by the World Health 
Organization9 and the Obama administration.10 
   
• Human-centered design,11 meaning processes 
that attempt to ensure that any response to 
COVID-19 accounts for the impacts on well-
being and daily life of Illinois’ healthcare 
workforce and their families. 
We expect there to be four phases of COVID-19 
in Illinois (Table 1). The timelines for each of these 
phases is difficult to define with precision, as they 
depend on the implementation of public health 
measures, the potential for subsequent waves of 
COVID-19 in the fall of 2020 and beyond, and the 
capacity of existing healthcare systems to absorb 
the expected increase in confirmed cases and pro-
vide care to other patient populations in Illinois. 
The timelines for the various phases are provisional 
estimates and will need to be updated as the pan-
demic unfolds in Illinois and elsewhere.   
At the time of writing (April 2020), Illinois health-
care workers are in the Response phase, but in 
time they will progress into the Recovery, Mitiga-
tion, and Preparedness phases. Determining when 
a community has moved from one phase of the 
COVID-19 pandemic to the next should be based 
on facts and, ideally, a consensus across multiple 
stakeholders. Although responding to the surge 
of cases is presently the highest priority, a key to 
supporting the Illinois healthcare workforce is fully 
committing to engaging in the Recovery, Mitiga-
tion and Preparedness phases, which are needed 
to better protect the public from the future pan-
demics and disasters.
IMPACT ON THE ILLINOIS 
HEALTHCARE WORKFORCE
Using the two lenses described above, as well 
as current field experiences, we developed the 
Healthcare Workforce COVID-19 Impact and 
Table 1
Phase 1. Response (months, possibly to July 
2020): Response occurs in the immediate 
aftermath of a disaster when business and 
other operations do not function normally. This 
phase consists of two sub-phases: response 
surge (acceleration in the number of new 
COVID-19 cases and its impact on the healthcare 
workforce) and response decline (deceleration 
of the number of new COVID-19 cases and its 
impact on the healthcare workforce).  
Phase 2. Recovery (6 months, possibly July 
2020 to December 2020): Recovery involves 
restoration efforts that occur concurrently with 
regular operations and activities.
Phase 3. Mitigation (6 months, possibly 
December 2020 to July 2021): Mitigation 
involves actions taken to prevent or reduce 
the cause, impact, and consequences of the 
COVID-19 pandemic. These activities should 
include evaluating the response, developing 
metrics, and formulating playbooks for 
responding to future pandemics.
Phase 4. Preparedness (on-going, possibly July 
2021 onwards): Preparedness encompasses 
planning, training, and educational activities for 
events that cannot be mitigated. The COVID-19 
pandemic is likely to have subsequent waves. 
There could also be other pandemics or 
disasters, such as tornadoes or floods. An 
infrastructure is needed to help healthcare 
workers to respond to subsequent pandemics 
or disasters.
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Recovery Framework (COVID-19 Framework) (see 
Figure 1) to depict the estimated current and fu-
ture impact.  
The COVID-19 Framework outlines the set of op-
erational and human experience needs that are 
required to support front-line staff through all 
phases of a pandemic disaster. Operational needs 
are necessary for our healthcare workforce to car-
ry out their work in terms of people, information, 
processes, and space, technology, and equipment. 
Human experience needs help our workforce ad-
dress physical and psychosocial needs.
The COVID-19 Framework posits that the entire set 
of resources should be available to the workforce 
throughout a disaster but recognizes that the utili-
zation of specific resources will vary by phase. 
For example, during a Response surge when the 
healthcare workforce is confronting overwhelm-
ing numbers of sick patients, operational resourc-
es for staff, equipment, and space are in high 
demand. As the Response declines, pressure on 
work-related resources will ease. As the workforce 
transitions into the Recovery phase, literature on 
past disasters suggests we would likely see an in-
creased need for specific types of peer and men-
tal health support. We outline some of the needs 
in Figure 1.
Human Experience Needs 
Operational Needs 
Physical (e.g., health and well-being of healthcare worker’s self and family; logistics support including 
childcare, transportation, food, housing during social distancing protocol; rest and recovery)
People (e.g., staffing to augment critical care, shift work, increasing length and frequency of shifts, 
implementing an incident command leadership and decision-making structure)
Processes (e.g., rapidly translating policy into protocol and practice, including telehealth and working 
remotely for administrative tasks; coordinating across stakeholders; identifying new sources of 
supplies or equipment or staffing)
Psychosocial (e.g., navigate tension between duty to serve and health and well-being of self and 
family; trauma-informed training and workplace; online resources for stress reduction; substance 
abuse and suicide prevention; referrals for mental healthcare; peer support)
Information (e.g., briefing to improve situational awareness; tracking and communicating operational 
needs and new workflows; soliciting input from front-line workers)
Space, equipment, and technology (e.g., matching supply to demand for medications, supplies, 













Figure 1. COVID-19 Framework 
on Healthcare Workforce
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Many present needs far outstrip usual clinical op-
erations. Healthcare organizations have responded 
to the most urgent needs first. Eventually, the goal 
should be to develop metrics and measures for col-
lecting data that can be used to:
• gauge and monitor changes in present demands;
 
• develop empirical models to project future 
demands; and 
• evaluate the impact of new policies and 
programs.
Formulation
At this writing, Illinois is still moving through the 
pandemic’s course—with the numbers of new cas-
es, severely ill patients, and deaths increasing dai-
ly. These metrics are expected to reach peak soon, 
then slowly diminish over the next months. Front-
line healthcare workers and leadership are step-
ping forward to meet extremely high 
demands. To maximize their effective-
ness—and to manage the enormous 
strain upon healthcare workers and 
their organizations—the workforce has 
needed and will continue to need ad-
ditional support from multiple stake-
holders. These include employees’ 
organizations, employee assistance 
programs and mental-health resourc-
es, local health departments, state and 
local governments, unions, profession-
al societies, and other private-sec-
tor entities. Any initiatives to support 
healthcare workers should be guided 
by the emergency management cycle 
and human-centered design lenses (see Approach).
Economic Strains on Healthcare 
Institutions
The compounding challenges posed by providing 
care for patients that are noted above are the eco-
nomic shocks of a rapidly changing environment 
for healthcare institutions. Higher expenses (e.g., 
purchasing substantially more personal protective 
equipment, hazard pay for front-line clinicians, set-
ting up forward triaging infrastructure, purchas-
ing tablets for telehealth) and lower revenue (e.g., 
the postponing of non-time sensitive procedures, 
declines in non-COVID outpatient visits because 
outpatient providers have been re-assigned to in-
patient work, restrictions on providing non-urgent 
care due to COVID-19 precautions, or use of “social 
distancing” to limit the number of outpatient ap-
pointments per unit time) have contributed to Illinois 
hospitals losing as much as $1.4 billion a month, 
putting aside CARES Act or other federal relief. 
The COVID-19 pandemic will exacer-
bate preexisting fiscal issues for some 
of the state’s hospitals that typically 
see large numbers of uninsured or un-
derinsured patients.  
Many hospitals already had very thin 
margins with little cash-on-hand. The 
economic strains will have dispropor-
tionately adverse impacts on hospitals 
with a higher proportion of patients 
with Medicaid or who have lost health 
insurance, including critical access 
hospitals.  
As COVID-19 has depleted the rev-
enues of hospitals, some institutional providers 
across the state have furloughed workers or cut pay.
The downstream effect for the healthcare workforce 
is troubling. Many lower-paid healthcare workers 
are struggling financially. In 2017, “1.7 million female 
U.S. healthcare workers and their children lived be-
low the poverty line,” forcing them to rely on public 
safety nets for health insurance, food supports and 
housing.12 Women of color disproportionately occu-
py low-wage positions in the healthcare workforce.13 
Gender and racial inequalities going into the pan-
demic may be magnified coming out of it.
Nearly one in 15 healthcare workers lack health in-
surance.14 Cost-cutting efforts by hospitals to remain 
viable led to the outsourcing of certain services like 
janitorial services, jobs that sometimes lack bene-
fits. If these workers are on the front line without 
benefits, that is a need that must urgently be met.
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Case Studies of Response Activities 
that Meet Human Needs
Case Study 1: Providing Temporary Housing for 
Safety of Healthcare Workers and Their Families
Returning home poses a very real risk to the fami-
lies of front-line workers, making temporary accom-
modations one of the most urgent surge needs for 
the COVID-19 response. Hospitals have long provid-
ed short-term space for medical professionals who 
work shifts, giving them a place to shower or rest. 
 
The University of Illinois Hospital and Health Sci-
ences System (UI Health) identified a need to as-
sist employees working with COVID-19 patients to 
have housing accommodations so they could feel 
comfortable working with these patients when 
they had high-risk people in their household.
 
Since the inception of this program in early April, UI 
Health has arranged housing for over 100 employees 
for about 2,000 nights. UI Hospital has utilized hous-
ing options in the Illinois Medical District as well as 
hotels through the City of Chicago Housing Health-
care Workers Program. Also offered is transportation 
using UIC vehicles for those who do not have trans-
portation to these housing locations. 
One individual working in an intensive care unit 
(ICU) caring for critically ill patients with COVID-19 
explained:
“My husband is immunosuppressed with 
prostate cancer and lymphoma. We have a 
small condo, 850 square feet and only one 
bathroom. It is becoming increasingly difficult 
for us to be there together without feeling as 
though I am putting him at risk.”
After receiving housing for several weeks, with the 
option to extend if needed, she wrote: 
“You are saving my husband’s life. Thank you!”
This rapid ramping up of temporary housing capac-
ity involves an extraordinary supply-chain effort and 
benefits from a public-private collaboration. UIC, 
Rush University Medical Center, and the Illinois Med-
ical District provide near-campus housing at no cost 
to workers in the Illinois Medical District, while the 
City of Chicago provides accommodations at hotels 
throughout the City of Chicago, also without cost to 
healthcare workers. 
Sharing the lessons learned from rapidly develop-
ing this tangible human support can assist hospi-
tals across the state to meet one of workers’ press-
ing needs. 
Case Study 2: Responding to Psychological 
Adversity and Trauma
Healthcare workers have suddenly become sol-
diers on the pandemic front line under tremendous 
hardships. Nationally, they are repeatedly exposed 
to the virus and worry about lack of protective 
equipment and lack of ventilators. Some sleep in 
separate rooms at home to distance themselves 
from their own family. Some have been evicted 
from their apartments. Some worry about facing 
incredibly difficult ethical dilemmas regarding who 
should be ventilated and who should not. To ad-
dress their needs requires new measures that go 
beyond traditional mental health services.  
One example is that the City of Chicago launched 
a micro-website that offers resources and supports 
for healthcare workers at no cost. These include: a 
mental health resource dashboard with free apps, 
self-assessments, hotline supports, video tutorials, 
and fact sheets hosted by the Chicago Department 
of Public Health; free virtual support groups; and 
free individual and group psychotherapy. 
 
Another example is that UI Health supplement-
ed its employee assistance program by adding a 
new hotline for healthcare workers. The hotline 
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provides psychological first aid using established 
evidence-based crisis management approaches 
that help individuals better manage acute chal-
lenges and stresses precipitated by the pandem-
ic. The challenges may be financial, interpersonal, 
work-related, or some combination of the above. 
The emphasis is on helping the individual develop 
problem-solving and coping skills aimed at foster-
ing resiliency and successful adaptation. This goal 




Government and institutional providers have tak-
en important steps to support our healthcare 
workforce that should continue past the current 
response phase. Learning from the COVID-19 Re-
sponse is essential to positioning the healthcare 
system to effectively navigate new challenges, 
whether it is a COVID-19 resurgence or other es-
sential healthcare needs. 
As the COVID-19 pandemic unfolds from phase to 
phase, the types and degree of focused support-
ive actions will vary, and innovation and flexibility 
is called for. Supportive actions must come from 
multiple stakeholders including individual health-
care organizations and their leadership; employee- 
assistance programs and mental health resources; 
local health departments; state and local govern-
ments; unions; professional societies; academics 
and researchers, and private-sector entities. Array-
ing supportive actions along different phases of 
the pandemic clarifies when particular actions will 
be the most needed and impactful. 
Specific recommendations are offered below. 
These recommendations should be further devel-
oped in ongoing dialogue with stakeholders. Some 
correspond to specific phases of the Emergency 
Management Cycle. Because the number and scale 
of needs can be daunting, superimposing these 
needs on the emergency management cycle itself 
can assist policymakers to prioritize.
For Healthcare Delivery Organizations and 
Leadership
During the Response phase, zones of risk/contam-
ination and isolation/quarantine must be estab-
lished to prevent transmission of nosocomial in-
fections (that is, infections caught in the hospital). 
Efforts should be initiated to expeditiously identify 
and report cases, and to establish a process for 
screening. 
Specifically, leadership should: a) Ensure adequate 
staffing and space, including repurposing human 
and other resources to ensure adequate response 
to patient needs; b) Identify appropriate person-
al protective equipment (PPE), ensure availability, 
and determine the allocation of PPE to provide 
the best possible care for patients and safety of 
the healthcare workforce given the circumstances 
and resources available;15 c) Consider options for 
forming consortia or networks with peer institu-
tions to learn and share best practices specific to 
COVID-19.  
During the Response and Recovery phases, expec-
tations need to be clearly communicated and the 
latest recommendations and policies provided to 
staff as they become available.  
During the Recovery phase, personnel can be shift-
ed from areas that were high volume during the 
Response phase to their previous roles.  
Throughout the Mitigation and subsequent phases, 
future needs must be critically evaluated and ac-
tionable items created based on that needs assess-
ment. There should also be careful phase-out of re-
strictions on routine healthcare activities through a 
series of stages, evaluating the impact of each stage 
before proceeding to the next stage. Preexisting 
pandemic preparedness plans should be reviewed 
and revised in anticipation of future pandemics.  
8Contact: Robin Fretwell Wilson, Director, IGPA: (217) 244-1227
For Employee Assistance Plans and Mental 
Health Services Providers
Plans and providers should provide resources 
to support employee needs outside of the work 
environment, especially during the high-demand 
Response phase. As in prior disasters, these should 
include childcare and dependent support, meals, 
temporary housing, and parking or transporta-
tion.16 These services also can provide important 
online resources in stress management and ho-
tlines for emotional support. During Recovery, 
online resources can be updated and continue to 
be available but should be supplemented by in-
creased capacity to screen and refer to mental 
health services (both online and in person, includ-
ing for substance abuse) as mental health needs 
are expected to grow. During the Mitigation and 
Preparedness phases, employee assistance plans 
and mental health organizations can strengthen 
partnerships with mental health providers and 
further develop web resources, and other training 
to allow healthcare workers to develop skills and 
knowledge so they will feel better prepared during 
future pandemics. 
For Local Health Departments
Local health departments fulfill a vital need to co-
ordinate state- and national-level efforts to follow 
guidelines for limiting transmission of COVID-19, 
surveillance, testing, risk communication, and 
maintaining essential health services. During the 
Response phase, local health departments should 
facilitate communication and dissemination of key 
messages in a succinct and clear manner. They 
should also coordinate with hospitals and the state 
government to assess hospital capacity as well as 
personnel and equipment needs but also take care 
not to duplicate efforts of other levels of govern-
ment. In the late Response and Recovery phases, 
local health departments should provide ongoing 
surveillance for the possible resurgence of cases, 
report collected data through appropriate chan-
nels, and help determine additional resources and 
capacities that would likely be needed during pos-
sible future pandemics.
For State and Local Governments
State agencies like the Illinois Department of Pub-
lic Health are needed to provide clear channels 
of communication between governments (feder-
al, state, and local), local health departments and 
organizations, and hospitals and other health-
care facilities. In the Response phase, state gov-
ernment actions should minimize barriers to tele-
health services for patients, secure and distribute 
stockpiles of supplies, work with industry to ramp 
up production of supplies, and make state mental 
health and social services available to healthcare 
workers. Government should identify, register, and 
coordinate voluntary healthcare personnel, retired 
healthcare workers, and soon-to-be graduated 
trainees. It also can increase hospitals’ access to 
emergency funding for operational expenses as 
needed. Coverage of healthcare needs and mental 
health treatment may be available under the Work-
ers Compensation program for essential workers 
affected by COVID-19, making available some help 
with healthcare and mental health services for a 
specified period of time.17 But many scars may last 
long after. Policymakers should assess immediate-
ly whether the lowest paid front-line healthcare 
workers have needed insurance to heal after the 
surge recedes. In order to avoid shrinkage of jobs 
and opportunities for Illinois’ healthcare workforce, 
shoring up Illinois’ hospitals will be an urgent mat-
ter for governments in the Recovery, Mitigation, 
and Preparedness phases. Throughout the Re-
sponse and Recovery phases, state government 
should engage in ongoing data collection, surveil-
lance, and appraisal of information. In the Recov-
ery, Mitigation, and Preparedness phases, state 
government should analyze data and respond 
to assessed needs. It should evaluate state-level 
pandemic response policies and revise as need-
ed, informed by identified gaps. Ultimately, plans 
for public health emergencies and pandemics 
prepared by the Illinois Emergency Management 
Agency before the pandemic should be reviewed 
and updated in collaboration with the many state 
agencies that have worked to respond to the chal-
lenges posed by COVID-19.
For Unions
Unions have historically played a role in employ-
ee health and safety, and they have key roles to 
play during all phases. Unions and management 
should work collaboratively during the Response 
phase to ensure the best care possible for workers. 
Unions can and should be catalysts for construc-
tive change. Close collaborations are especially im-
portant in times of crisis.
For Professional Societies, including those 
representing hospitals and medical professionals
Professional societies should provide online resourc-
es for emerging best practices for COVID-19 testing, 
placing patient cohorts into COVID-19 positive and 
negative inpatient units, and decontamination. They 
also should advocate for professional members, 
provide public education, and convene webinars 
and forums. In the Response phase, these societies 
should maintain open channels of communication 
with professional schools of medicine, nursing and 
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the allied health professions regarding guidelines 
for student involvement in patient care. In Mitigation 
and Preparedness, societies can be especially helpful 
in sponsoring forums and reports on lessons learned, 
building new capacities, developing new protocols 
or training and ensuring advocacy for providers for 
improved future responses to pandemics.  
For Academics and Researchers
Academia should support the Illinois healthcare 
workforce by working in partnership with govern-
mental and non-governmental entities in multiple 
ways.  Academic researchers can identify metrics 
and develop quantitative models for assessing 
the impact on the workforce over time; develop 
and disseminate online resources and training to 
support healthcare workers; and can monitor and 
evaluate support strategies for their effectiveness 
so as to inform the development of improved sup-
ports and services during Mitigation and Prepared-
ness. Further help can come from collaborating in 
developing research registries for individuals who 
undergo COVID-19 testing and conducting clinical 
trials to establish evidence-based options for pri-
mary prevention (preventing SARS-CoV-2 infec-
tion), secondary prevention (preventing asymp-
tomatic or mildly symptomatic individuals from 
deteriorating and needing hospitalization), and 
treatment of individuals with severe COVID-19 who 
require hospitalization.  
For Private-Sector Entities
The private sector should support the response 
to COVID-19 in concrete ways, including facilitating 
technology use, supporting employment, collabo-
rating with the public sector to support financing 
and drive innovation.18 More specifically, the private 
sector can help to mitigate the spread of confirmed 
cases (situational awareness and social media mes-
saging); scale up the availability of COVID-19 diag-
nostic testing equipment and supplies (including 
tests for active SARS-CoV-2 infections and sero-
logic tests to enable broad-based surveillence); 
manufacture or source personal protective equip-
ment and additional life-saving ventilators in the 
United States; and conduct clinical trials to identify 
new therapeutic and prevention strategies. Pub-
lic–private collaborations also can reduce the bur-
dens placed on social service agencies to provide 
healthcare workers with goods (e.g., groceries) and 
services (e.g., childcare, temporary housing, trans-
portation to and from work) immediately and over 
time. This permits the public sector to conserve 
resources for other important strategic priorities.
The state of Illinois established the Discovery Part-
ners Institute (DPI)19 to catalyze public-private 
partnerships. During the Response and Recovery 
phases of COVID-19, DPI could support the health-
care workforce across several areas, including 
data analytics and computing, health and wellness, 
finance and insurance, transportation, and logistics. 
CONCLUSION: EXTEND WHAT 
WORKS
Some of the innovations highlighted in the case 
studies above may be promising statewide if they 
can be brought to scale, shared across the indus-
try, and made sustainable.  
For example, hospitals that have significant hu-
man capital have developed protocols for insuring 
worker safety. By contrast, home healthcare work-
ers, who have been deemed essential in Illinois and 
many states, say they lack sufficient information 
about ensuring their own safety and the safety of 
their clients. While trade groups can assist with 
best practices, adapting detailed protocols devel-
oped by hospitals with greater in-house capacity 
can help workers who work for smaller companies. 
Just as reimbursement rules have been modified to 
allow for telemedicine services, policymakers and 
insurers should explore whether similar flexibility is 
possible for community health services. Increasing 
coverage for their services will help vitally import-
ant community health workers to assist persons in 
need.20  
Coordination and sharing of information (e.g., best 
practices, operational manuals) can reduce the 
costs to healthcare organizations that face tre-
mendous strain now. The Illinois Department of 
Public Health (IDPH) promulgates best practices 
for public health efforts but is actively managing 
a pandemic. Ideally in partnership with IDPH, the 
new Illinois Innovation Network (IIN)21 with its 15 
hubs, drawing on the expertise of 12 universities, 
provides an existing architecture for transferring 
knowledge learned at UI Health and other Chicago 
hospitals to hospitals across the state, including Il-
linois’ vital critical access hospitals. IIN is also help-
ing with development of the healthcare workforce 
across the state. 
Some innovations may improve the way healthcare 
is delivered going forward. For example, changes in 
reimbursement for telehealth may provide the nec-
essary conditions to serve as model of care for some 
patients and some conditions moving forward. 
Also, the efforts to provide temporary housing to 
workers seeks to allay the strain from long hours 
in high-pressure conditions. Policymakers should 
ask whether each innovation and recommendation 
above can lead to sustainable change. 
10Contact: Robin Fretwell Wilson, Director, IGPA: (217) 244-1227
Stevan Weine 
Professor of Psychiatry 
Director,




Professor of Medicine 
and Public Health  
Executive Director,
Institute for Healthcare 
Delivery Design  
Associate Vice Chancellor for 
Population Health Sciences 
University of Illinois at Chicago
Robin Fretwell Wilson 
Director 
Institute of Government 
and Public Affairs
University of Illinois System
Roger and Stephany Joslin 
Professor of Law




Officer, University of 
Illinois Hospital and 
Clinics












IGPA Senior Scholar 
Professor of 
Political Science 





 Center for Global 
Health




of Clinical Emergency 
Medicine  
College of Medicine




Institute for Policy 
and  
Civic Engagement 
University of Illinois 
at Chicago
Natalie Jansen
M2, College of 
Medicine
University of Illinois 
at Chicago
Faye Jones
Director, Albert E. 
Jenner Law Library 
and Clinical 
Professor of Law





IGPA Senior Scholar 
W. Russell Arrington 
Professor  
of State Politics 
University of Illinois 
at Chicago





Population Health  
Sciences Program 





Population Health  
Sciences Program





UI Physicians Group 
 College of Medicine












Professor Emeritus of 
Political Science 




IGPA Senior Scholar 
Assistant Professor  
of Finance




Executive Dean  
Administration 
College of Medicine
University of Illinois 
at Chicago
Judith L. Rowen
Associate Dean  
for Academic Affairs  
Carle Illinois College 
of Medicine








Population Health  
Sciences Program 
University of Illinois 
at Chicago
Brian Smith 
Special Assistant to 
Professor Wilson 
2L, College of Law 
University of Illinois 
at  
Urbana-Champaign
    
 Moira Zellner
Associate Professor,
Urban Planning and 
Policy and  
Director, Urban Data  
Visualization Lab 
University of Illinois 
at Chicago
We are honored to have the opportunity to harness our 
collective research and experience to serve our neighbors and 
the residents of Illinois during a time of great need.
Respectfully submitted,
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